ADULT CARE HO^ CORRECTIVE ACTION REPORT 



HttAY 8 6 2011 



I. Facility: TiHery Chase Adult Care Home 

FacUity Ad dress: 110 Roosevelt Street Alt Gilead NC, 27306 



PO Box 747 Mr. Gilead NC, 27306 



Administrator/Authorized Represen(ative: Cindy Majors Regional Vice President; Sherry Cotton Director 



Dat«<s) of Vbitfsj; 12-21-2011. 1-19-301 1 1 l-Ti 
2011.24-20112-8-2011 and 2-1S-7nH 



Facility License MlAL-062-004 



Time(s) ofVisit(s): 
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County: Montgomery 



IL Purpose af 
Visit: 



Complaint investigation 



i To The Provider: 




The following violations are considered TYPE B VIOLATIONS. Included in (his CAR is the directed date to achieve comuliance (column d^Faiw 7c 



[fl : • a. Rule Violated andfRcferericf 



10ANCAC Ur jOO^Medicatiop Administration 

(a) an adult cane home shall assure that the 
preparation and administration of medications, 
prescription and non prescription, and treatment by 
staff are in accordance with. 

which are maintained in the residents record; and 

(2) rules in this section and the facility's policies 
and procedures 



This rule is not met as evidenced by: 

Based on observations* record reviews, staff and 
resident interviews, the facility failed to provide 
proper medication administration for 1 of 5 
residents. 

This is a Type B Violation. 



b< : Findings that confirmed violation 



The findings are: 



The census on 1 -3 1 -20 11 was 5 8 residents . 

Review of FL-2 , dated 1-19-1 1, for resident # 1 
revealed diagnoses of cerebral degeneration, 
intestinal impaction, G.I hemorrhage, Change in 
mental sianis, History of urinary tract infection, 
pneumonia, dehydration and diverticulitis. 

Current medication order per FL2 included 
Morphine Sulfate 2Gmg/nu give 5-iu rag 
po/sl/q4hrs pm. „ r 

Record review further revealed that resident #1 was 
given 5cc of morphine sulfate from a medication 
dispensing cup instead of a 10 mg oral syringe. 

Based on record review and observation of resident 
on 1-31-2011 #1 it was determined the resident was 
unable to be interviewed. The resident would be 
unable to provide reliable information 

1-3 1-2 OH [ 0:45am confidential interne w with staff 
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member revealed thai resident #1. was given Sec of 
morphine sulfate from a dispensing cup instead of 
an oral syringe. Staff member reported that the third 
shift med tech could not find the oral syringes on the 
medication cart and used an oral med cup instead. ' 
Staff member reported that resident was given 10 
times the amount of morphine as prescribed. Staff 
revealed that the ihird shift med tech called 91 1 and 
Hospice after realizing the error. Staff reported that 
EMS arrived shortly after 2:30 am and transported 
the resident to Stanly Memorial Hospital Further 
interview with staff member revealed thatthe third 
shift med tech had been suspended pending the 
outcome of the investigation. 

1-31-2011 1 1 :CH) am confidential interview with 
staff member revealed that on 1-18-20 11 the third 
shift med tech called them to report a medication 
error. Interview with staff further revealed that 
resident #1 was given the wrong dosage of 
morphine sulfate and was being sent to ihe hospital 

1- 31-201 1 1 1 : 1 5am confidential interview with staff 
member revealed that an internal investigation 
conducted by the facility has revealed that the third 
shift med iecu administered the morphine sulfate to 
resident #] using the incorrect delivery method. 
Staff member revealed that the third shift med tech 
gave the resident 10 limes the amount of Morphine 
Sulfate as prescribed. Staff reported that the third 
shift med tech had been suspended without pay 
pending the result of the fac ility' s internal 
investigation. Adult Home Specialist was given a 
copy of a verbal counseling verification signed by 
the med tech. Staff member admitted to making the 
medication error and signed the document 

2- 9-201 1 3:45am confidential interview with staff 
member revealed that on l-IS-2011 a resident was 
administered an incorrect amount of morphine 
sulfate. StafTmember reported that they checked on 
the named resident after the roommate came to the 
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b. Findings that confirmed Violation 



medication cart and reported that the roommate was 

having trouble breathing. Staff reported checking on 

ihe resident and verifying the breathing difficulty 

and called the med tech to come to, the room- Staff 

stated that the med tech administered the medication 

to the resident. Staff reported going to the resident's 

room approximately 1 hour later to check on 

resident only to find resident having a large amount 

of fluid coming from nose and mouth. Staff reported 

; calling the med tech to the room. Staff reported the 

med tech instructed them to clean the residents face 

and stay with her white she called 911. Staff 

reported that EMS arrived at the facility and 

transported the resident to Stanly Memorial 
Hospital. 

2-9-201 i 4:00am confidential interview with 
resident revealed resident was present during the 
incident with named resident. Resident stated they 
noticed the resident lying in bed struggling for 
breath and went to the lobby and notified the staff 
on duty that the resident was having trouble 
breathing. Resident stated that a staff member, 
checked on the resident and called another staff 
member to the room. Resident stated that the 
resident was given soiuc medication at that time 
Resident stated they kept an eye on the resident to 
make sure the resident was ok and noticed that the 
resident was coughing up a lot of stuff. Resident 
reported notifying staff and the staff coming to the 
room to check on ihe resident. Resident stated that 
the next thing they knew the ambulance was bein- 
called and one of the staff stayed with the resident 
until the ambulance arrived. Resident stated the 
resident was taken to the hospital. 

2-17-201 8:20am confidential interview with staff 

?m e i a1 ^ If ^ was a "^ication error on 1-1 8- 
2011 Staff reported a resident came to the med cart 
to tell them a resident was having trouble fereaibmp 
i>tafT reported sending another staff to check on the 
| resident Staff reported che cking the MAR for th» 
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: b. Findings that confirmed violation 


c. Facility plans to correct/prevent 
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resident and attempting to administer morphine 
sulfate to the resident. Staff reported that the 
medication was to be administered sublingual with 
an oral syringe. Staff reported checking the med "cart 
and not being able to find any oral syringes with 
which to administer the medication. Staff reported 
that normally the syringes would be located with the 
resident medication. Staff revealed not being able to 
find the oral syringe and used a med cup to dispense 
the medication. Staffreported it was not until the 
residents roommate notified them the resident was 
having more difficulty that she realized she had 
probably given the resident too much medication. 
Resident reported they called 911 and Hospice and 
then notified the on call staff for the facility. Staff 
reported EMS arrived very quickiy within 20 
minutes and the resident was transported to the 
hospital. 
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l OA NCAC 13F .0904 Nutrition and Food Service 

(a) Food Procurement and Safety in Adulf Care 
Homes: 

(4) There shall beat (east a three day supply of perishable 
rood and a five day supply of nan-perishable food in the 
facility based on the menus, for both regular and 

Therapeutic diets. 

This rule h not met as evidenced by: 

Bastd on observations, record reviews, staff and resident 
interview^ the facility failed to provide a three day 
supply of perishable end a S day supply of nou 
perishable food based on the menus for both regular and 
therapeutic diets. ,i 

Miis is a Type « Violation. 


The Findings are: 

The census in the facility on 1-3 J -201 ! was 58 

Review of the facility's dietitian approved lunch 
menu for 1-3 1-11 was 1 cup cheeseburger casserole, 
V* cup beets, 1 dinner roll, V 2 cup fruit cocktail and 1 
cup coffee, tea, water. 

Review of the therapeutic diet menus (low fat/low 
cholesterol, Tenal, and no concentrated sweets 
revealed "A cup cheeseburger casserole, ft cup beets 
and !4 cup of unsweetened fruit cocktail was to be 
served to residents on the se dieti: 

Observations on 1-31-1 1 from 12 00 pm to 12-45 
pm revealed the facility staff present in the dining 
juuiji were l personal care aides, I dietary aide and 
the cook. Observation revealed alt residents were 
served the same food; 1 cup hamburger casserole 


Inventory wijf b e tafce/i cfaijy. 

To insure ingredients for meals fort 
Tnat day and the following day 

Food supply wiJJberestocKedtom eet 

guideline Director and Rccwm observe. 

i 
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small car of coxq on the cob, toasted bread and % 
cup of pineapple chunks. Water Was not served or 
made available to every resident. Thers WC ie pa 
pfece settmgs observed on the t*m\Qni resident 
on mechanical soft diet wasscmricdrn'on the cok 
Staff preparing thickened liquids f Dr one resident 
was ob serV cd pouring the thickener into the liquid at 
the table wrtbnut measuring the thickened liquid or 
waiting to check die ifaiciened liquid. 

Ob^mtbns of the facility', food supply on 1-JU 
i 1 at 1 1:0S anucvealcd no beets; no dinner rolk, 
andno lhmwcktail for service of the approved 
menu forthe lunch meal of 1-31-1 1; SeviWcf ihe 

Sat 011 b0 ° k KytM M subslitultoBS fctedin 

mseakd that she substituted com on the cob for the 
toed saUdadpinea^ chuaks far the ^ 
S^i? 8 W * s * l «*tem a ot realize the tossed 
• k pad «to corn on tbeenbdid not have tBc sate 

ESSE 25 SF* T e hread « «*s 

«oc trench bread. The eoofc slated Hut French bind 
cook n , „ ld not hce ^ f » 

stated ,o go ,o the lM al tBwvaSSb^ 
Confidential £nt el vie M wilh(5) residents 

1-31-2011 I2'2nitirt^rj x. . 
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HI a« Rule Violated and Reference 



b. Findings that con filmed Violation 



sandwiches and pork and beans were served for 
i dinner and turkey sandwiches and pork and beans 
were served on Sunday U30-20U. Resident stated 
that the kitchen is locked np at night and staff did 
not have a key to get in. Resident stated that they 
cannot get water at night. Resident stated that there 
is never enough food for seconds at any meal. 
Resident stated that if they ask for seconds, the staff 
yell at them and tell them to go buy their own food 
if they are hungry 

1- 31-20U 12:30pm confidential interview with 
resident revealed that sandwiches were served to 
residents all weekend. Resident stared that there has 
been no sweet and low for two days. Resident stated 
that there is never enough food for seconds at most 
meals served. Resident stated that the kitchen staff 
told them that the facility buys what they want to 
buy and what is cheapest and not what is onlhe 
menu. 

2- 1-2011 Census for this day was '58. 

2-1-2011 6:15 am review of dietician approved 
menu for breakfast meal for this date revealed 6 oz 
of orange juice, j each pancake w/ syrup f 1 each 
scrambled egg, 1 slice bacon, 1 tsp margarine, 1 cup 
water/coffee, lcup milk and ] tsp jelly. 
Review of the lunch menu for 2-1-201 1 called for 3 
oz sliced turkey, >A cup yams, i/cup green beans, 1 
each dinner roll, l/c fresh fruit, 1 tsp margarine and 
1 cup beverage of choice. 
Review of dinner menu for 2-1] 1 called for 3 oz 
smoked sausage, 'A cup stewed tomatoes, 1^2/cup 
fried squash, 1 each dinner roll,. I pc/ V4 cup cake 
square, 1 tsp mustard, 1 cup milk and 1 cup 
beverage of choice. 

Review of food inventory on 2-1-1 1 at 6:30am 
revealed no bacon and 10 eggs far breakfast in th- 
food inventory. There were no green beans, dinner 
i rolls, or fres h fruit for lunch in the food inventory 
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" b ' :' F ' M ^^;^ at ^rifir^ed violation 



There was no smoked sausage, no squash, no dinner 
rolls and no slewed tomatoes for dinner in the food 
inventor 24-201 1 6;55am interview with staff 
revealed sausage would be substituted for bacon for 
the breakfast meal Staffrevealed that other staff- 
were sent to the local grocery store to buy eggs for 
breakfast. Fried squash was on the menu for dinner. 
Staffrevealed no squash in inventory. Green beans 
were on the menu for lunch. Staffrevealed no green 
beans 10 inventory. Dinner rolls were on the menu 
for lunch and dinner. Staffrevealed there were none 
hi inventory. Smoked Sausage was on the menu for 
dinner. Staffrevealed there was none in inventory 
Staffrevealed that the food delivery would come ' 
around 1:00 pm that day, 

2-1-201 1 7:00 am Observ ation of breakfast meal 
revealed residents were served eggs, toast,- orange 
jutce, rrulk and coffee. Sausage was substituted for 
bacon and grits were substituted for pancakes 
Residents were observed asking staff for seconds 
and were told there were no extra helpings. Several 
residents were observed eating food off of trays left 
by other residents after they had finished eating. 

^^^.aentsa! uiicrriew with 

resident. Resident stated that they did not eat 
breakfast Resident stated that they could not eat that 
slop. Resident stated that they had money and were 
going to the local restaurant to get their own 
breakfast 

2-1-2011 8:00 am Confidential interview with : 
resident Resident stated that they did not get 
enough to eat Resident stated lhat they were still -.' 
hungry. Resident stated that they asked for more 
food but was told there was no more. 

Random record reviews of weights of residents for 
the past 3 months revealed weight losses for 7 
residents. Weight losses ranged from 5 pound 
.weight loss in 1 momhtojjj ^s iri t momh 
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One resident had a weight loss of 5 pounds over a 3 
month period and another resident had a weight loss 
of 12 pounds over a 3 month period. 






tOA NCAC 13F Resident Rights 

10A NCAC 13F Resident Rights 
An adult care horns shall assure that the rights of all 
residents guaranteed under G.S. 131-D-21, Declaration 
of Residents' Rights, are maintained and may be 
exercised without hindrance. 

Thfs rule is not met as evidenced by: 

Based on observ ations and interviews, the facility 
failed to assure residents residing in the facility 
received a reasonable response to bis nr her request 
Tor more food. 

This is a Type B violation 

L 


The findings are: - 

The census on 1-3 1-201 1 was 58. 

Observations on 1-31-11 from 12:00 pm to 12:45 
pin revealed the facility staff present in the dining 
room were 2 persona] care aides, J dietary aide and 
the cook. Observation revealed all residents were 
served the same food; t cup hamburger casserole,, 
small ear of com on the cob, toasted bread, and l A 
cup of pineapple chunks. WateT was not served or 
made available to every resident. 

Continued observations on 1-31-201 1 at 12:30 am 
revealed on resident removing corn on the cob from 
a plate left at the table by another resident. The 
resident was observed eating the com on the cob. 

Further observation of the lunch meal on 1-31-201 1 
between 12:00 pm and 12:45pm revealed three 
residents requesting seconds of the meaL 

One resident was observed walking to the kitchen 
door and requesting more food. The staff member 
told the resident there was no more food. The 
second resident sitting at a table asked a staff 
member for additional food and was told "there aint 
no more food" by the staff person. A third resident 
was observed asking a staff person for more of the 
casserole. The staff person responded to the 
residents by saying there was no more food. All 
residents had left the dining room by 12:45 pm. No 
resident received additional fool 

At the request of staff these interviews are 
confidential. 


% rieh rr>®s\ * Co© , 
3X osnu^a* 
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One staff person revealed working 4 days per week. 
The staff reported that the residents are always 
asking for more food. The staff reported having to 
tell residents il no" everyday due to there not being 
enough food for additional helpings. The staff 
reported observing residents eating leftover food 
from other residents. The staff reported that the 
residents get angry and curse at the staff when there 
is no extra food. The staff reported that management 
knows about the complaints the residents have about 
there not being enough food but do nothing about it. 

A second staff person revealed that the reason there 
is never food for seconds is because there is barely 
enough food to cook for one serving. The staff 
person reported only being able to open two cans of 
any vegetable to serv e. The staff person reported 
that two cans can only serve around 40 to 45 people 
and there are anywhere from 50 to 60 people in the 
facility on most days. The staff person reported 
feeling bad telling the resident there was no more 
food. The staffperson reported that they knew the 
residents were hungry but they could not do 
anything about it The staff person stated that food 
deliveries only come on Tuesdays, The staff person 
stated thai there is usually extra food for the 
residents on the days immediately after a food 
delivery but by the end of the week and the weekend 
there is never enough food. 

A third staff person revealed residents complained 
every day about not getting enough food to eat. The 
staffperson revealed that residents often complained 
about not getting enough to eat at resident council 
meetings. The staffperson reported 1 that residents 
routinely get upset with staff when they are Told 
there is no more food for seconds. The staffperson 
reported that one resident in particular often goes to 
the store and brings food back to Ihe facility and 
asks the kitchen staff to cook it for them 
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1-3 J -201 1 12:20 pm confidential interview with 
resident revealed the kitchen is locked up at night 
and staff did not have a key fo get in. Resident 
stated that they cannot get water at night: Resident 
stated that there is never enough food for seconds at 
any meaL Resident stated that if they ask for 
seconds, Ihe staff yell at them and tell them to go 
buy their own food if they are hungry 

1- 31-2011 12:30 pm confidential interview with 
resident revealed there has been no sweet and low 
for two days. Resident stated that ihere is never 
enough food for seconds at most meals served. 
Resident stated that the kitchen staff told them that 
the facility buys what they want to buy arid what is 
cheapest and not what is on the menu. 

2- 1-2011 7:30 pm confidential interview with 
resident revealed that there is never enough food 
served at any meal. Resident reported going to the 
local grocery store to purchase food with his own 
money. Resident stated that he will ask the cook to 
prepare it for him so he can have sorhething decent 
to eat. 

2-j-2Gj 1 8:00 am Confidential interview with 
resident. Resident stated that they did not get 
enough to eat Resident stated that they were still 
hungry. Resident stated that they asked for more 
food but was told there was no more. Resident 
reported that they were glad that someone had come 
to check on the situation. Resident reported being 
hungry at night after 8:00pm and there not being any 
food available to eat. 

2-1-2011 8:30 am confidential interview.with 
resident revealed the facility does not provide 
enough food. Resident reported the facility serves 
ihe same food over and over again, Resident * " 
reported that bam and turkey normally consist of 
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b. Findings (hat confirmed violation 



processed ham or turkey with 3 slices rolled into on 
roll. Resident stated that they never get enough to 
eat. Resident reported asking other residents that are 
ambulatory to go to town to purchase food for them 
to keep in their room. Resident stated that residents 
that can walk can go up town to the Burger Shack or 
the Food King but they cap not. Resident stated that 
dietary staff told her that the facility is not ordering 
food that is on the menu. Resident reported that 
dietary staff told them the facility is only ordering 
food once per week and it is never enough to last a 
whole week. Resident reported being served 
sandwiches on the weekend due to there not being 
food to cook. Resident stated they had quit asking 
for seconds because they knew it was a waste of 
time. 

2- 1 -20 1 1 9 : 1 5 am confidential interne w with 
resident revealed the facility rarely has extra 
helpings at any meal. Resident reported that they 
often wait in the dining hall until other residents are 
finished to see if there Is any leftover food! Resident 
reported that they are hungry especially at night 
Resident reported that the kitchen is locked at night 
and the staff can not get into the kitchen to fix the 
residents anyUiing to eat. Resident asked the adult 
home specialist to bring thero a hamburger the next 
time they came to the facility. Resident asked the 
adult home specialist for two dollars to buy 
something out of the vending machines. 
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